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Hyperacusis: major research
questions
Background
Theterm“hyperacusis” isusedtodescribe
the experience of everyday sounds being
perceived as intense and overwhelming.
Other terminology that is used in this
regard includes “decreased” or “reduced
sound tolerance”: An Internet patient
forum (www.hyperacusis.net [23]) uses
the variant “collapsed sound tolerance.”
While there is undoubtedly an emotional
and psychological component to hyper-
acusis [25] (not least since becoming
apprehensive about sound exposure is
an obvious corollary to perceiving that
sound as intense), hyperacusis is a sub-
jective self-reported symptom of some
physiological change in the central audi-
tory system such as increased gain [3],
such that even when sound is of a mod-
erate intensity it is perceived as loud and
intrusive. Hyperacusis is almost exclu-
sively bilateral, and the presentation of
Fig. 18 Paperswith hyperacusis as amajor topic by year (adapted from [5])
unilateral hyperacusis is conﬁned to uni-
lateral triggers such as an acoustic shock
[30] or a speciﬁc unilateral neural lesion
[7].
» Hyperacusis is almost
exclusively bilateral
Interest in hyperacusis from both clini-
cians and researchers is gathering pace,
and the numbers of peer-reviewed scien-
tiﬁc papers published on the topic of hy-
peracusis in the past four decades has in-
creased on an annual basis (. Fig. 1). De-
spite this burgeoning attention to symp-
toms of decreased sound tolerance, fun-
damental questions remain. Thepurpose
of the present article is to describe and
delineate several of these questions, with
the aim of supporting research eﬀorts to
gather evidence on hyperacusis.
Epidemiology and natural
history
With a subjective symptom such as hy-
peracusis, estimates of the prevalence in
thegeneralpopulationwillbe strongly in-
ﬂuenced by how the question about the
experience is formulated. Variation in
such questions makes comparison across
studies challenging, and a recent system-
atic review [33] considering hyperacusis
in childhood and adolescence concluded
that such comparison was not possible at
present. While it is not possible to gener-
alize across studies of childhood hyper-
acusis, some data are available. Hall and
colleagues [17] reported an epidemiolog-
ical study in the UK, wherein children
aged 11 years were asked about over-sen-
sitivity or distress to particular sounds
in a wider survey of hearing and tinni-
tus. Of the 7096 children involved, 3.7%
responded aﬃrmatively to being asked
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Table 1 Terminology in use regarding
mechanisms of hyperacusis in the auditory
neuroscience literature
Hyperresponsiveness [37, 38]
Disruption of central auditory system gain
[38]
Pathological increased response gain [29]
Central gain enhancement [4]
Neural ampliﬁcation [4]
Increased nonlinear gain [44]
Heightened responsiveness to sound [36]
Hypervigilance [37]
Central auditory excitability [21]
Hyperexcitability [2]
Central inhibitory deﬁcit [42]
Central sensitization [40]
whether they, “ever experience over-sen-
sitivity or distress to particular sounds?”
This equates to one child in every typical
UK classroom (about 30 children). Risk
factors includedmale gender, higherma-
ternal education level, and readmission
to hospital in the ﬁrst 4 weeks of life.
The situation is much the same re-
garding the prevalence of hyperacusis
in adults, and some basic information
about the epidemiology of hyperacusis
in adults is not yet available. Paulin and
colleagues [34] investigated hyperacusis
in a substudy of the Västerbotten Envi-
ronmental Health Study in Sweden. Of
8520 adults contacted from the general
population, 3406 (40.6%) consented to
participation in the study, and it is possi-
ble that hyperacusis is over-represented
as a result of the low response rate. Of
the responders, 9.2% self-identiﬁed as
having hyperacusis, saying “yes” to: “Do
you have a hard time tolerating everyday
sounds thatyoubelievemostotherpeople
can tolerate?”; 1.9% had been diagnosed
with sound intolerance by a physician
(there was unspeciﬁed overlap between
the groups). The length of history was
not reported.
» For some people, hyperacusis
is a long-term condition
A question that often arises when coun-
seling a patient with hyperacusis is that
Table 2 Reports of hyperacusis in patients with a primary complaint of tinnitus
Authors (date) Number of patients
with tinnitus
Percentage of
patients with
hyperacusis (%)
Notes
Dauman and Bouscou-
Faure (2005) [10]
249 79 Participants in mea-
surement question-
naire research
Hiller and Goebel (2006)
[22]
4993 7.3 –
Yang et al. (2013) [43] 207 8.7 Increased prevalence
of hyperacusis in
bilateral vs. unilateral
tinnitus but did
not reach statistical
signiﬁcance
Scheckleman et al.
(2015) [37]
2333 40 Recalculated to in-
clude nonresponders
Degeest et al. (2016) [11] 81 22 “Subjective noise
tolerance”= usual or
always
of the natural history of the condition.
As with epidemiology, basic information
is not yet available in this regard, and
presently it is not possible to be certain
about the future trajectory of a person
with hyperacusis. It is evident from pa-
tient forums that for some people hyper-
acusis is a long-term condition, and that
for some it is marked by exacerbation
because of repeated exposure to intense
environmental sound such as a vehicle
horn or an alarm. Since it is likely that
other persons in whom the hyperacusis
resolved would not be posting on a hy-
peracusis forum, thepossible existence of
such individuals would not be apparent.
This gap in knowledge could be resolved
bya longitudinal population studyofper-
sons (adults and children) self-reporting
with hyperacusis, with the aim of deter-
mining their progress (orotherwise) over
time, or by the synthesis of no-interven-
tion control groups in clinical trials on
hyperacusis (for an example in tinnitus,
see Phillips et al. [35]).
Tyler and colleagues [41] have pro-
posed a framework for categorizing
patients with hyperacusis on the basis of
the deﬁning feature of their experience,
suggesting loudness, annoyance, fear,
and pain as the important characteris-
tics. While in clinical practice it may not
be easy to disambiguate these categories,
drawing attention to the experience of
sound-evoked pain is of interest. Recent
physiology research [15] has identiﬁed
a population of ﬁbers in the cochlear
nerve that appear to be involved in
pain perception, perhaps as a warning
of cochlear injury. The possibility that
these type II unmyelinated ﬁbers are
involved in hyperacusis is a potentially
important topic for research.
Mechanisms
Although there is a consensus building
that hyperacusis is underpinned by an
aberrant increase in central auditory gain
[4, 29, 44] (whereby “neural activity from
more central auditory structures is para-
doxically increased at suprathreshold in-
tensities” –4, p1), further and more de-
tailed information is not yet available. In
part this is due to the lack of a satisfac-
tory animal model of hyperacusis [12],
but it is also the case that several aspects
of mechanisms of loudness perception
remain obscure [14]. Moreover, the ter-
minology used by the auditory neuro-
science community regarding decreased
sound tolerance is variable and nonspe-
ciﬁc (. Table 1).
One potential way forward would be
for the auditory neuroscience commu-
nity to reach a consensus on the ter-
minology and deﬁnitions regarding hy-
peracusis, and then to undertake speciﬁc
projects detailing how the increased cen-
tral auditory gain originates, and then
persists.
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Association with tinnitus
Common mechanisms of hyperacusis
and tinnitus have been proposed [23]
because they commonly occur together
(. Table 2).
While there are several studies detail-
ing hyperacusis in persons with a pri-
mary complaint of tinnitus, there is less
information about tinnitus in persons
with a primary complaint of hyperacu-
sis. Anari and colleagues [3] studied 100
adult patients with a primary complaint
of hyperacusis, ﬁnding that 86% experi-
enced tinnitus, although the severity and
impact of tinnitus were not reported.
What is also missing from the litera-
ture is information regarding the severity
of hyperacusis in a personwith a primary
complaintof tinnitus, andviceversa. This
would be useful when designing inter-
ventions that either have to address both
symptoms if severe, or focusing on one
or other, with a secondary and less severe
symptom not requiring direct interven-
tion.
» Tinnitus and hyperacusis can
be exacerbated by anxiety and
stress
Some aspects of the experiences of peo-
ple with tinnitus, hyperacusis, or both,
are convergent. Both tinnitus and hyper-
acusis can be exacerbated by anxiety and
stress, and in each there is an increased
incidence of depression. Treatments for
each symptom are emerging that utilize
elements of cognitive behavioral therapy
(CBT) [8, 26], and these canbe combined
with sound-based therapy.
There are also several aspects of tinni-
tus and hyperacusis that aremarkedly di-
vergent, however. Someof these are illus-
trated in . Table 3. This provides further
opportunities for clinical research. The
areas of divergence are suﬃcient for one
to consider that hyperacusis and tinnitus
are quite distinct phenomena, and while
both may involve maladaptive change in
the central auditory system, the speciﬁc
mechanisms and manifestations of these
changes may be separate, although they
may occur together.
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Abstract
Background. Hyperacusis is a troublesome
symptom that can have a marked negative
impact on quality of life.
Objectives. To identify major research
questions in hyperacusis.
Materials and methods. Review of gaps in
knowledge regarding hyperacusis, and where
opportunities may lie to address these.
Results. Eight major research questions were
identiﬁed as priorities for future research.
These were: What is the prevalence of
hyperacusis in adults and children? What are
the risk factors associatedwith hyperacusis?
What is the natural history of hyperacusis?
How is ‘pain hyperacusis’ perceived? What
mechanisms are involved in hyperacusis?
What is the relationship between hyperacusis
and tinnitus? Can a questionnaire be
developed that accurately measures the
impact of hyperacusis and can be used
as a treatment outcome measure? What
treatments, alone or in combination, are
eﬀective for hyperacusis?
Conclusion. This clinical/researcher-led
project identiﬁed major research questions
in hyperacusis. A further development to
identify patient-prioritized research will
follow.
Keywords
Hyperacusis · Sound tolerance · Tinnitus ·
Audiology · Pathology
Hyperakusis – zentrale Fragestellungen der Forschung
Zusammenfassung
Hintergrund. Geräuschempﬁndlichkeit oder
Hyperakusis stellt ein belastendes Symptom
dar, das einen ausgeprägten negativen
Einﬂuss auf die Lebensqualität haben kann.
Ziel. Ziel der vorliegenden Arbeit war es,
zentrale Fragestellungen der Forschung zur
Hyperakusis zu ermitteln.
Material und Methoden. Dazu wird ein
Überblick über bisher existierende Lücken
im Wissen zur Hyperakusis gegeben sowie
mögliche Ansätze der weiteren Erforschung
dargestellt.
Ergebnisse. Es wurden 8 zentrale Frage-
stellungen ermittelt, deren Beantwortung
Priorität für die zukünftige Forschung
haben sollte: Wie hoch ist die Prävalenz der
Hyperakusis bei Erwachsenen und Kindern?
Welches sind die mit Hyperakusis verbun-
denen Risikofaktoren? Wie ist der natürliche
Verlauf der Hyperakusis? Wie wird Schmerz
infolge Hyperakusis wahrgenommen?Welche
Mechanismen tragen zur Entstehung der
Hyperakusis bei? Wie ist der Zusammenhang
zwischen Hyperakusis und Tinnitus? Kann
ein Fragebogen entwickelt werden, der
den Einﬂuss der Hyperakusis genau misst,
und kann er als Ergebnisparameter für die
Beurteilung der Behandlung eingesetzt
werden? Welche Therapien, allein oder
in Kombination, sind bei der Hyperakusis
wirksam?
Schlussfolgerung. Im Rahmen des vor-
liegenden sowohl von Klinikern als auch
Wissenschaftlern geleiteten Projekts wurden
zentrale Fragestellungen der Forschung
zur Hyperakusis ermittelt. Es wird eine
Weiterentwicklungder Frage dahingehend
folgen, welche Forschungsansätze Patienten
priorisieren.
Schlüsselwörter
Hyperakusis · Geräuschtoleranz · Tinnitus ·
Audiologie · Pathologie
How tomeasure hyperacusis
Several methods exist that attempt to
measure hyperacusis. There are tech-
niques for the determination of the loud-
est sound an individual can tolerate, or
is comfortable with, and these include
loudness discomfort levels and loudness
scaling techniques [1, 31]. The limita-
tions of such procedures are substantial,
however, with marked interobserver and
test–retest variability [39]. The use of
pure-tone stimuli rather than the envi-
ronmental sounds involved in the lived
experience of a person with hyperacusis
also limits how generalizable the mea-
sure is to real-world diﬃculties. Unless
performed with great care, exposing an
individual to sounds at or close to an in-
tensity that evokes discomfort and pain
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Table 3 Divergent characteristics of tinnitus andhyperacusis
Tinnitus Hyperacusis
Often unilateral, or highly lateralized Almost exclusively bilateral
Somatic modulation is common Somatic modulation is rare
Often intermittent Rarely intermittent
Percept can be formless or primitive Percept is vivid and salient
Self-help can be very eﬀective Impact of self-help unknown, may be very
limited
Table 4 Instruments tomeasure the impact of hyperacusis
Name Authors (date) Format Validation
population
Languages available
Geräuschüberem-
pﬁndlichkeit (GÜF)
Nelting et al. (2002)
[32]
27-item
self-report
N = 226with
hyperacusis
German, English (Blas-
ing et al., 2010) [6]
Hyperacusis Ques-
tionnaire (HQ)
Khalfa et al. (2002)
[28]
12-item
self-report
N = 201 gen-
eral adult
population
French, English
Multiple Activity
Scale for Hyperacu-
sis (MASH)
Dauman and Bous-
cau-Faure (2005)
[10]
15-item
clinician-
led ques-
tionnaire
N = 249
adults with
tinnitus
(79% also
had hypera-
cusis)
English
can be unpleasant, and this has the po-
tential toundermine therapeutic rapport.
In general, the clinician is advised to pro-
ceed with caution regarding such testing.
There are also several question-
naire instruments available to assess
hyperacusis, and these are summa-
rized in . Table 4. There are con-
cerns regarding each of these. The
Geräuschüberempﬁndlichkeit (GÜF;
[32]) was developed as a brief tool to
inform treatment needs and planning.
This questionnaire is now available in
English [6] but the translated version
has not been validated.
The Hyperacusis Questionnaire (HQ;
[28]) was developed to characterize and
measure hypersensitivity to sound and is
themost commonlyusedmeasure. How-
ever, it has thus far only been validated
in the general population, and not in
a (clinical) hyperacusis complaint popu-
lation. Fackrell and colleagues [13] ana-
lyzed HQ data from a tinnitus research
volunteerpopulation, andproposed a 10-
item, two-factor modiﬁcation of the HQ
for measuring hypersensitivity to sound
in a tinnitus population. This modiﬁed
version is yet to be validated in a new
tinnitus participant cohort.
The Multiple-Activity Scale for Hy-
peracusis (MASH; [10]) was developed
to assess in which life situations a person
is limited by hyperacusis, how annoyed
they are by it, how much speech under-
standing is aﬀected, and how severe it
is at diﬀerent times. It was validated in
a tinnitus rather thanahyperacusispopu-
lation. Itdoesallowa“real-world” impact
to be assessed, in that the individual is
asked to rate the impact of hyperacusis
on the ability to participate in everyday
activities. While some of those activities
are culture speciﬁc, such as attending
the cinema or eating at a restaurant, the
responder is encouraged to substitute ac-
tivities when the stated one is not suitable
for them. All the available instruments
are designed for adults, and would not
be appropriate for use with children or
adolescents. Given the prevalence of hy-
peracusis in young people, this is a topic
for potentially fruitful research.
Treatment
There are many unanswered questions
about the eﬃcacy of presently available
treatments for hyperacusis, and what
might constitute an optimal treatment.
The use of sound therapy is widespread,
and there are two general approaches,
both utilizing wide-band noise. The ﬁrst
is to introduce the sound at a quiet and
unchallenging level, and then to gradu-
ally increase the intensity over a matter
of weeks, with the suggestion that this is
similar to a graduated exposure program
that might be used for desensitization
[25]. Alternatively, one might introduce
the sound at a quiet and comfortable
level andmaintain that intensity, the pro-
posal being that the gain of the auditory
system is somehow “recalibrated” by that
signal. While there are patient self-help
reports indicating that pink noise, for
example, may be more beneﬁcial than
white noise [24], randomized controlled
trials (RCT) of these and other sound-
based approaches are not yet available.
Another approach used for hyperacu-
sis treatment is CBT. An RCT for CBT
in hyperacusis indicated beneﬁt and im-
provement in measures of sound toler-
ance [27]. In the caseof tinnitus, combin-
ing sound-based therapy with elements
ofCBThas beendemonstrated to be ben-
eﬁcial [8], and on the face of it, such com-
bination therapy might also be eﬀective
for hyperacusis.
In the case of sound-evoked otalgia,
in which pain-sensitive pathways in the
cochlear nerve have been implicated,
some form of analgesia might be eﬀec-
tive. Intratympanic lidocaine has been
trialed for tinnitus [9], but the bene-
ﬁts were minimal and the acute side
eﬀect of violent vertigo was said to be
debilitating. Any eﬀect on hyperacusis,
or sound-evoked otalgia, has not been
reported.
Outlook
Inthispaperwehavedescribedseveralar-
eas where important information is lack-
ing regarding hyperacusis (summary in
. Table 5). Clinicians and researchers are
encouraged to collaborate and undertake
work in this area, with the aim of increas-
ing knowledge and ultimately improving
the care of patients who experience hy-
peracusis. Such collaborative and sus-
tained eﬀort is proving of beneﬁt in the
adjacent ﬁeld of tinnitus [16, 18–20].
In the case of tinnitus, and more re-
centlymild-to-moderatehearing loss, lis-
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Table 5 Major research questions in hyperacusis
What is the prevalence of hyperacusis in adults and children?
What are the risk factors associatedwith hyperacusis?
What is the natural history of hyperacusis?
How is “pain hyperacusis” perceived?
What mechanisms are involved in hyperacusis?
What is the relationship between hyperacusis and tinnitus?
Can a questionnaire be developed that accuratelymeasures the impact of hyperacusis and can
be used as a treatment outcomemeasure?
What treatments, alone or in combination, are eﬀective for hyperacusis?
tening to another voice has also been of
beneﬁt; structured and intentional work
to listen to the research questions and
priorities of patients has helped inﬂu-
ence and provide form to the research
agenda [18, 20]. Such work is imminent
in the ﬁeld of hyperacusis, and will pro-
vide a priority set of research questions
that are immediately important to pa-
tients and clinicians. Inmedical research
terms, the ﬁeld of hyperacusis is young
and there is a need for capacity building
in this challenging yet fascinating area.
Practical conclusion
4 Hyperacusis can have a marked
negative impact on quality of life.
4 There are still several areas where
important information is lacking
regarding hyperacusis.
4 Clinicians and researchers are encour-
aged to collaborate so as to increase
knowledge and ultimately improve
the care of patients with hyperacusis.
4 The field of hyperacusis is young and
there is a need for capacity building
in this challenging yet fascinating
area.
Corresponding address
Prof. D. M. Baguley
NIHR Nottingham Biomedical
Research Centre
Ropewalk House, 113
The Ropewalk, NG1
5DU Nottingham, UK
david.baguley@
nottingham.ac.uk
Compliance with ethical
guidelines
Conﬂict of interest. D.M. Baguley andD. J. Hoare
declare that theyhave no competing interests.
This article does not contain any studieswith human
participants or animals performedby anyof the au-
thors.
OpenAccess. Thisarticle isdistributedundertheterms
of the Creative CommonsAttribution 4.0 International
License (http://creativecommons.org/licenses/by/
4.0/), which permits unrestricteduse, distribution,
and reproduction in anymedium, provided yougive
appropriate credit to the original author(s) and the
source, providea link totheCreativeCommons license,
and indicate if changesweremade.
References
1. Al-Salim SC, Kopun JG, Neely ST, Jesteadt W,
Stiegemann B, Gorga MP (2010) Reliability of
categorical loudness scaling and its relation to
threshold. EarHear31(4):567–578
2. AlkharabshehA,XiongF,XiongB,ManoharS,Chen
G, Salvi R, Sun W (2017) Early age noise exposure
increases loudness perception – a novel animal
modelofhyperacusis. HearRes347:11–17
3. Anari M, Axelsson A, Eliasson A, Magnusson L
(1999) Hypersensitivity to sound–questionnaire
data, audiometry and classiﬁcation. ScandAudiol
28(4):219–230
4. AuerbachBD, Rodrigues PV, Salvi RJ (2014) Central
gain control in tinnitus and hyperacusis. Front
Neurol24(5):206
5. Baguley DM (2017) Hyperacusis andmisophonia.
In: Baguley DM, Wray N (eds) British tinnitus
annual tinnitus research review. British Tinnitus
Association,Sheﬃeld,pp50–55
6. Bläsing L, Goebel G, Flötzinger U, Berthold A,
Kröner-Herwig B (2010)Hypersensitivity to sound
in tinnitus patients: an analysis of a construct
basedonquestionnaireandaudiologicaldata. Int J
Audiol49(7):518–526
7. Boucher O, Turgeon C, Champoux S, Ménard L,
Rouleau I, LassondeM, Lepore F,NguyenDK (2015)
Hyperacusis following unilateral damage to the
insular cortex: a three-case report. Brain Res
5;1606:102–112
8. Cima RF, Maes IH, Joore MA, Scheyen DJ, El Refaie
A, Baguley DM, Anteunis LJ, van Breukelen GJ,
Vlaeyen JW (2012) Specialised treatment based
on cognitive behaviour therapy versus usual care
for tinnitus: a randomised controlled trial. Lancet
379(9830):1951–1959
9. Coles RR, Thompson AC, O’Donoghue GM (1992)
Intra-tympanic injections in the treatment of
tinnitus. ClinOtolaryngolAlliedSci17(3):240–242
10. Dauman R, Bouscau-Faure F (2005) Assessment
and amelioration of hyperacusis in tinnitus
patients. ActaOtolaryngol125(5):503–509
11. Degeest S, Corthals P, Dhooge I, Keppler H
(2016) The impact of tinnitus characteristics and
associated variables on tinnitus-relatedhandicap.
JLaryngolOtol130(1):25–31
12. Eggermont JJ (2018) Animalmodels of hyperacu-
sis. In FagelsonMF, BaguleyDM (eds)Hyperacusis:
clinical and research prespectives. Plural, San
Diego. (inpress)
13. Fackrell K, Fearnley C, Hoare DJ, Sereda M (2015)
Hyperacusis questionnaire as a tool formeasuring
hypersensitivity to sound in a tinnitus research
population. Biomed Res Int. https://doi.org/10.
1155/2015/290425
14. Florentine M (2011) Loudness. In: Florentine M,
Popper AN, Fay RR (eds) Loudness. Springer, New
York,pp1–16
15. Flores EN, Duggan A, Madathany T, Hogan AK,
Márquez FG, Kumar G, Seal RP, Edwards RH,
Liberman MC, García-Añoveros J (2015) A non-
canonical pathway from cochlea to brain signals
tissue-damagingnoise. CurrBiol25(5):606–612
16. Fuller TE, Haider HF, Kikidis D, Lapira A, Mazurek B,
Norena A, BrueggemannPG et al (2017) Diﬀerent
teams, same conclusions? A systematic review of
existing clinical guidelines for the assessment and
treatmentof tinnitus inadults. FrontPsychol8:206.
https://doi.org/10.3389/fpsyg.2017.00206
17. Hall AJ, Humphriss R, Baguley DM, ParkerM, Steer
CD (2016) Prevalence and risk factors for reduced
sound tolerance (hyperacusis) in children. Int J
Audiol55(3):135–141
18. HallD,MohamadN,FirkinsL,FentonM,StockdaleD
(2013) Identifyingandprioritizingunmet research
questions for peoplewith tinnitus: the James Lind
Alliance Tinnitus Priority Setting Partnership. Clin
Investig (Lond)3(1):21–28
19. Hall DA, Haider H, Szczepek AJ, Lau P, Rabau S,
Jones-Diette J, Londero A, Edvall NK, Cederroth
CR, Mielczarek M, Fuller T, Batuecas-Caletrio A,
Brueggemen P, Thompson DM, Norena A, Cima
RF, Mehta RL, Mazurek B (2016) Systematic review
of outcome domains and instruments used in
clinical trials of tinnitus treatments in adults. Trials
17(1):270
20. HenshawH,SharkeyL,CroweD,FergusonM(2015)
Research priorities for mild-to-moderate hearing
loss inadults. Lancet386(10009):2140–2141
21. Hickox AE, Liberman MC (2014) Is noise-induced
cochlear neuropathy key to the generation
of hyperacusis or tinnitus? J Neurophysiol
111(3):552–564
22. Hiller W, Goebel G (2006) Factors inﬂuencing tin-
nitus loudness and annoyance. Arch Otolaryngol
HeadNeckSurg132(12):1323–1330
23. http://hyperacusisresearch.org. Accessed 30May
2017
24. http://www.hyperacusis.net. Accessed 30 May
2017
25. JastreboﬀPJ,Hazell JWP (2004) Tinnitus retraining
therapy. CambridgeUniversityPress,Cambridge
26. Jüris L, Andersson G, Larsen HC, Ekselius L (2014)
Cognitive behaviour therapy for hyperacusis:
a randomized controlled trial. Behav Res Ther
54:30–37
27. Jüris L, Andersson G, Larsen HC, Ekselius L
(2013) Psychiatric comorbidity and personality
362 HNO 5 · 2018
traits in patients with hyperacusis. Int J Audiol
52(4):230–235
28. KhalfaS,DubalS,VeuilletE,Perez-DiazF, JouventR,
ColletL (2002)Psychometricnormalizationofahy-
peracusis questionnaire. ORL J Otorhinolaryngol
RelatSpec64:436–442
29. KnipperM, VanDijk P, Nunes I, Rüttiger L, Zimmer-
mann U (2013) Advances in the neurobiology of
hearingdisorders: recentdevelopments regarding
the basis of tinnitus and hyperacusis. Prog
Neurobiol111:17–33
30. McFerran DJ, Baguley DM (2007) Acoustic shock.
JLaryngolOtol121(4):301–305
31. Morgan DE, Wilson RH, Dirks DD (1974) Loudness
discomfort level: selected methods and stimuli.
JAcoustSocAm56:577–581
32. Nelting M, Rienhoﬀ NK, Hesse G, Lamparter
U (2002) The assessment of subjective dis-
tress related to hyperacusis with a self-rating
questionnaire on hypersensitivity to sound.
Laryngorhinootologie81(5):327–334
33. Nemholt Rosing S, Hvass Schmidt J, Wedderkopp
N, Baguley DM (2016) Prevalence of tinnitus
and hyperacusis in children and adolescents:
a systematic review. BMJOpen6:1–20
34. Paulin J, Andersson L, Nordin S (2016) Characteris-
ticsofhyperacusis in thegeneralpopulation. Noise
Health18(3):178–184
35. Phillips J, McFerran D, Hall D, Hoare DJ (2017) The
natural historyof tinnitus: a systematic reviewand
meta-analysis of controlled trials. Laryngoscope.
https://doi.org/10.1002/lary.26607
36. Salloum RH, Yurosko C, Santiago L, Sandridge
SA, Kaltenbach JA (2014) (2014) Induction of
enhanced acoustic startle response by noise
exposure: dependence on exposure conditions
and testing parameters and possible relevance to
hyperacusis. PLoSONE9(10):e111747
37. Scheckleman M, Landgrebe M, Langguth B,
TRI Database Study Group (2015) Phenotypic
characteristicsofhyperacusis in tinnitus. PLoSONE
9(1):e86944
38. Song JJ, De Ridder D, Weisz N, Schlee W, Van de
Heyning Vanneste PS (2014) Hyperacusis-associ-
atedpathological resting-statebrainoscillations in
the tinnitusbrain: ahyperresponsivenessnetwork
with paradoxically inactive auditory cortex. Brain
StructFunct219(3):1113–1128
39. StephensSD, BlegvadB, KroghHJ (1977) Thevalue
of somesuprathresholdauditorymeasures. Scand
Audiol6(4):213–221
40. Suhnan AP, Finch PM, Drummond PD (2017)
Hyperacusis in chronic pain: neural interactions
betweentheauditoryandnociceptivesystems. Int
JAudiol56(11):801–809
41. Tyler RS, Pienkowski M, Roncancio ER, Jun HJ,
Brozoski T, Dauman N, Dauman N, Andersson G,
Keiner AJ, Cacace AT, Martin N, Moore BC (2014) A
review of hyperacusis and future directions: part
I. Deﬁnitions and manifestations. Am J Audiol
23(4):402–419
42. Vielsmeier V, Kreuzer PM, Haubner F, Steﬀens T,
Semmler PR, Kleinjung T, Schlee W, Langguth B,
Schecklmann M (2016) Speech comprehension
diﬃculties in chronic tinnitus and its relation to
hyperacusis. FrontAgingNeurosci8:293
43. Yang C, Jung J, Kim SH, Byun JY, Park MS, Yeo
SG (2015) Comparison of clinical characteristics in
patientswithbilateral andunilateral tinnitus. Acta
OtoLaryngol135(11):1128–1131
44. Zeng FG (2013) An active loudness model
suggesting tinnitus as increased central noise and
hyperacusis as increasednonlinear gain. Hear Res
295:172–179
Fachnachrichten
22. Münchner Schwindel-Seminar: Grundlagen und Aktuelles
Periphere, zentrale und funktionelle Schwindelsyndrome,
Augenbewegungs- und Gangstörungen
Am 20. und 21. Juli 2018 findet das inzwischen 22. Münchner Schwindel-Seminar
unter der Leitung vonM. Strupp, M. Dieterich, A. Zwergal, M. Canis und T. Brandt
statt. Es wird gemeinsam vomDeutschen Schwindel- und Gleichgewichtszentrum,
der Neurologischen Klinik sowie der HNO-Klinik des Klinikums der LMUMünchen
organisiert.
Am ersten Tag der Veranstaltung ﬁnden zwei
parallele Vortragsreihen statt:
1. Für Teilnehmer mit geringeren Vorkennt-
nissen werden systematisch die folgenden
Themen dargestellt: Anatomie und Physiolo-
gie der vestibulären und okulomotorischen
Systeme, Erhebung der Anamnese, klini-
sche Untersuchung der beiden Systeme,
apparative Untersuchungsverfahren sowie
Übersichtsreferate zu peripheren, zentralen
und funktionellen Erkrankungen.
2. Für Teilnehmermit guten Vorkenntnissen
werdendiewichtigstenperipheren, zentralen
und funktionellen Schwindelsyndrome mit
deren aktuellen diagnostischen Kriterien und
Behandlungsmöglichkeitendargestellt sowie
neue wissenschaftlicheAspekte besprochen.
Am zweiten Tag werden parallel Kurse mit
praktischen „hands-on“-Übungen zur kli-
nischen und apparativen Diagnostik und
zur Therapie angeboten. Hier liegen die
Schwerpunkte auf Augenbewegungsstö-
rungen, Gangstörungen und Untersuchung
der Haltungskontrolle, apparativen Unter-
suchungsverfahren wie Videokopﬁmpuls-
test, Physiotherapie, Schwindel bei Kindern
und der Psychotherapie des funktionellen
Schwindels. Diese Kurse sind geeignet für
Neurologen, HNO- und Augenärzte, Orth-
optistinnen, Physiotherapeuten und MTAs.
Sie sollen in die jeweiligen Untersuchungs-
techniken und Therapieverfahren einführen
und Kenntnisse und praktische Fertigkeiten
vertiefen (Dauer je 90 Min.).
Veranstalter:
Deutsches Schwindel- und Gleichgewichts-
zentrum, Neurologische Klinik und HNO-
Klinik
Klinikum der Universität München, Campus
Großhadern
Marchioninistraße 15, 81377München
Anmeldung:
www.deutsches-schwindelzentrum.de
Anmeldeschluss ist der 10. Juli 2018.
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